WMAP Provider Handbook, Part D, Division I

Issued: 02/95

APPENDIX 4c

1D5-015

SAMPLE HCFA 1500 CLA'IM'FORM

COMPREHENSIVE SCREENWITH PELVIC EXAM
CLAIM SORT]NDICATOR “P"
RECEIVED"BY EDS ON OR AFI'ER 2/15/95

PHY. SICIAN BILIIER

HEALTH INSURANCE CLAIM FORM

Recipient, Im A

MM DD YY w[X f[]

1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN ___ BLK LUNG
1 (Mockcars &) E] (Medicaid #) D (Sponsor's SSN) D (VA Filo #) D (SSN or iD) (SSK) T3 (D) 1234567890
2. PATIENT'S NAME (Last Name. Fus! Name. WadGo inial; 3 PATIENT S BIRTH DATE SEX 4. INSURED'S NAME (Last Name. Fwst Name. Mxidie inal)

5. PATIENT'S ADDRESS (No.. Sireet}

609 Willow St.

6. PATIENT RELATIONSHIP TO INSURED

Satt D Spouse[_| cmu[} omwj

7. INSURED'S ADDRESS (No.. Street}

01-¥

a. OTHER INSURED'S POLICY OR GROUP NUMBER

CcITY STATE | 8. PATIENT STATUS ciry STATE
Anytown - W1 Survle[] Marmed D Orher D
2P CODE TELEPHONE (inciude Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE)
E Full-Time Part-Time
55555 ( XXX ) XXX~ XXXX. TPYIT e | e ( )
9. OTHER INSURED'S NAME {Last Name, Fwst Name. Middie inibal) 10. 1S PATIENT'S CCNDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

DYES DNO

b. OTHER INSURED'S DATE OF BIRTH SEX
o8] Yy

MM MD FD

¢ EMPLOYER'S NAME OR SCHOOUL NAME

b. AUTO ACCIDENT? PLACE (State)

Dvss Dwo L

a. INSURED'S DATE OF BIRTH SEX
MM DD YY

v FL

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?
D NO

Dvss

. INSURANCE PLAN NAME OR PROGRAM NAME

a INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

¢. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
DYES D NO ¥ yos, retum to and compiete item S a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze

<—————— PATIENT AND INSURED INFORMATION ———— % |.{- CARRIER —)

31 SIGNATURE OF PHYSICIAN OR SUPPLIER |
INCLUDING DEGREES OR CREDENTIALS 1
(! cartty that the sttements on the reverse {
|
|

apply 10 thes bilt and are made a part thereaf.)

I.M. Authorizedm/ DD /Yy

SIGNED DATE

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (it other than home or ofhce)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME . ADDRESS, ZIP CODE
& PHONE 8

I. M. Billing
1 W. Wwilliams
Anytown, WI 55555

PiNg

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authonze the release of any medical of other NFOMAation necessary payment of medscal 10 the g phy of supgker for
:ommm.lmwumammm-bwuwnmmmm SOMCES 08SCNDEd DAIOW.
beiow.
SIGNED DATE SIGNED
14 DATE OF CURRENT ILLNESS (First sympiom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAH WLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM [s]s) YY ‘amunvumm)oa GIVE FIRST DATE MM DD : YY MM : DD : YY MM ; DD YY
PREGNANCY(LMP) ' ! ! TO N !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D NUMBER OF REFEHHING PHYSICIAN 18. HOSPI&UZATID%N DATY'EYS RELATED TO CURRENT SERVI%EYS
MM
FROM | : To ? ;
L i L -
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [wo | l
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
I CO0E ORIGINAL REF. NO.
» LV70,0 CT B
23. PRIOR AUTHORIZATION NUMBER
2 L L 4 | -
24___A 8 C D E F G H | J 3 A
DATE(S) OF SERVICE, Place | Type |PROCEDURES. SERVICES, ORSUPPLIES| 1, cnacs DAYS[EPSD RESERVED FOR <]
From ° o | o (Expiasn Unusual Circumstances, CHARGE! OR |Famiy coe LOCA E
MM__ DD Yy MM DD VY t&mﬂiﬁ,cmmpcs | _MODIFIER Cooe $ S ___JUnns| pian | EMG e <
1
i ' ] 1 : ] t I
0204 95! ' 13/1%99385 |No! =ixx |1 65432100 |9
i i ’ 1 3 ' E
02.04 95| . 3 P! 1 xx:xx 1 65432100 |
: =
! ¢ ) 1 o
02 04 95 ! 3 [ XX XX |1 65432100 |3
3 ) (7]
' ' : 1 g f o
' ‘ l ; X l °
: -4
\ ; ! =
. ! i ‘ o
, g
: -
! ! : ! ; ! [
6 . - A i
25. FEDERAL TAX LD. NUMBER SSN EN 26. PATIENT' S ACCOUNT NO. 27. ACC;,:T ASS:GNMEuN'l:‘) 28. TOTAL cnmee 29. AMOUNT PAID 30. BALANCE DUE
. 00
MIJ ¢ 1234JD ves [} wno s XXX XX |3 i 5 XXX XX

creas 87654321

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RAB-1500



